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Dermatology, like other subspecialties, 
confronts many challenges. Nonetheless, the 
nature of these challenges is quite different 
in a country like Pakistan, where less than 
1% of country’s GNP is devoted to health. 
Dermatologists constitute an important part 
of tripartite system of health delivery 
comprising of patients, health providers and 
health managers. Patients expect the best 
possible diagnostic and therapeutic facilities 
whereas the health managers try to curtail 
the budget for dermatology care. So, the 
dermatologists have to fight on both fronts.  

Dermatology workload comprises 20-30% 
of family physician practice and three group 
of dermatoses i.e. infestations, pyodermas 
and mycotic infections account for 80% of 
this. However, due to unavailability of 
dermatology services at the primary and 
secondary levels of health delivery system 
of the country, and the poor dermatological 
background of family physicians, the 
patients with skin diseases are largely 
mismanaged. In Punjab, out of 33 districts, 
23 do not have any qualified dermatologist. 
Consequently, the tertiary level teaching 
hospitals are overburdened jeopardizing 
their teaching and research activities. 

Further more, the dermatology departments 
in the teaching hospitals lack sophisticated 
diagnostic and therapeutic facilities. There 
are hardly one or two, fully staffed and 
equipped, state of the art departments in the 
whole country.  

There are about 400 practicing 
dermatologists in the country i.e. one 
dermatologist for 375,000 persons, a ratio 
much higher than in the developed world 
(Table 1). The British Association of 
Dermatologists recommends a ratio of one 
consultant per 85-100,000 persons. It 
implies that still we do not have adequate 
number of dermatologists. The problem is 
further compounded by their uneven 
distribution. Like other developing 
countries, 70% of our population resides in 
rural areas; nonetheless, due to 
socioeconomic factors, 100% of 
dermatologists dwell in cities and 50% of 
these are concentrated in two metropolises 
i.e. Karachi and Lahore, even with a visible 
difference in urban-privileged and urban-
unprivileged areas.  

The root cause for the poor dermatological 
care at the primary level is the lack of 
customized undergraduate medical 
education. Although the Pakistan Medical 
and Dental Council has declared 
dermatology as an essential specialty in the 
MBBS curriculum, it is not  an  examination 
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Table 1 Dermatologist-population ratio in 
different regions of the world [1]   

subject. Dermatology is not given due 
importance in undergraduate teaching and 
examination schedule. Teaching hours are 
extremely limited and indoor and attachment 
is highly insufficient. No question pertaining 
to dermatology is compulsory in MBBS 
examination. Students are also not assessed 
clinically in dermatology. Hence, they 
exhibit a nonserious and casual attitude 
during lectures and ward attachments in 
dermatology. Furthermore, dermatology 
teaching programme is not uniform in 
different medical colleges. For example, in 
certain medical colleges lectures in 
dermatology are delivered in 3rd, 4th and 
final year whereas in others only in 4th year. 
Similarly, the clinical attachment varies 
from one week to 6 weeks in different 
colleges. All these factors contribute to 
dermatology-illiterate primary physicians 
with a consequent poor primary 
dermatological care to the community. At 
the same time postgraduate training needs to 
be uniform and customized. 
Dermatosurgery, cosmetology/esthetic 
dermatology, preventive dermatology, 
epidemiology and evidence-based medicine 
need to be emphasized during postgraduate 
training. Similarly, there does not exist any 

system of continuous medical education in 
dermatology. A workable accreditation 
system, modes of implementation, reward 
and punishment, role of monitoring body 
and the use of teledermatology for CME 
need to be determined.  

Another challenge to dermatology is 
autonomy of medical institutions, the real 
aftermath of which will surface a decade 
later. According to this new system the 
regular service structure for consultants and 
medical teachers and the role of Public 
Service Commission have been replaced by 
a contractual system. This has created an 
unrest and frustration amongst the younger 
consultants. Job insecurity and low salaries 
not only have led to poor job satisfaction 
and reduced work output but also promoted 
unethical medical practice and brain drain 
phenomenon. Now more and more doctors 
plan to proceed for overseas employment for 
better future prospects.  

In the recent past, the College of Physicians 
and Surgeons Pakistan has changed the 
format for FCPS-II in dermatology. 
Increased requirement to five years and 
introduction of intermediate module, 
increased fee for mandatory workshops, 
dissertation fee and examination fee, all 
have indented the postgraduate training 
programmes in dermatology. Now less 
number of students is opting for FCPS-II 
dermatology.  

Lack of motivation, poor guidance and 
scanty financial resources have adversely 
affected the quantity and quality of research 
in health sciences and dermatology is not an 
exemption. The popular slogan ‘publish or 
perish’ unfortunately could not flourish in 

USA 1:30,000 
UK 1:200,000 
Other European 
countries 

1: 50,000 

Pakistan 1:375,000 
Asia 1:200,000 (urban) 

1:780,000 (rural) 
Sub-Sahara countries 1:1000,000 (urban) 

1:5-50millions (rural)

 

Central/South 
America 

1:76,000 (urban) 
1:1-66 millions  
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general. The majority writes under 
compulsion i.e. to get promotion and very 
few write for the advancement of 
knowledge.   

The increasing popularity of cosmetology 
and the introduction of lasers and other 
money-spinning gadgets in dermatology 
have promoted the mushroom growths of 
dermatological quacks. These ‘self-claimed’ 
dermatologists have indulged in the laser 
business. Print and electronic media are 
being misused for commercial purposes. 
This trend is not only resulting in an 
unethical medical practice but also bringing 
a bad repute to dermatologists.  

To add to the list, the unavailability of many 
dermatological drugs like pentavalent 
antimonials, dapsone, thalidomide, 
ivermectin etc. is another burning issue. 
Considering the scabies epidemic and 
leishmaniasis endemic, these drugs have 
assumed the status of essential drugs.  

There may be still many more challenges; 
nonetheless, the present editorial aims to 
unfold the dermatology scenario in Pakistan 
today, to bring the confronting challenges in 
the limelight, and to provide a food for 
thought to the visionary members in general 
and the stakeholders of the Pakistan 
Association of Dermatologists (PAD), in 
particular. Government agencies and other 
non-governmental organizations can play an 
effective and vital role in devising strategies 
to meet these challenges. By setting realistic 
goals of what can be achieved within time 
and with limited resources and with a 
careful planning and implementation, there 
is no doubt that a visible difference can be 
made. 
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Background Parthenium hysterophorus is a waste land weed which is hazardous to plants 
and human beings. 
Objectives To find out the magnitude of parthenium spread and the adverse effects on 
agriculture and human beings. 
Patients and methods This multiphase study was designed in collaboration with the 
Department of Mycology and Plant Pathology (MAPP), Punjab University, Lahore. In phase 
I, the plant itself was studied. In phase II, its effects on other plants were recorded. In phase 
III, patch test was performed in patients with allergic contact dermatitis visiting the medical 
camps at Jallo Park, and Johar town, Lahore and Changa Manga forest. Patch test was done 
using the leaf and flower of prthenium, as is, and 1% parthenin in petrolatum base. 
International Contact Dermatitis Research Group (ICDRG) guidelines and criteria were used 
for patch testing and interpreting the results at 48, 72 and 120 hours.  

Results In the first phase of the study, the weed was found growing unchecked in the above 
mentioned areas. In the second phase, it was found to invade crops like rice and maize. In the 
third phase of the study, 511 patients suspected of allergic contact dermatitis were enrolled 
along with 100 controls. Out of 511, 391 reacted positively. Only 5 from the control group 
were positive to parthenium.  

Conclusion Parthenium hysterophorus has replaced the main native flora in many parts of 
Pakistan including the big cities like Rawalpindi-Islamabad and Lahore. It has caused a major 
outbreak of airborne contact dermatitis. The rapid spread is probably due to its use in 
bouquets.   

Key words  
Parthenium hysterophorus, contact dermatitis.    

Introduction  

Parthenium hysterophorus L. is a waste land 
weed which is known by various local 
names like Congress grass, Carrot weed 
(Gaajar ghas), White cap (Safed topi), 
Chatak chandni, Star weed, etc. It has been 
regarded as one of the seven most dreaded 
weeds of the world, belonging to the family 

Asteraceae.1 Parthenium is capable of 
growing in all types of soil and throughout 
the year because it has very low water 
requirements and a germination temperature 

of 8-30 C.2  

It has been growing naturally for centuries 
in different parts of the world e.g. Mexico, 
Cuba,   North  and   South   America,  West 
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Figure 1 Parthenium hysterophorus commonly used in flower bouquet.  

Indies, Australia, Taiwan, Southern China, 
East and South Africa and Canada. This 
invasive weed was brought accidentally to 
India in the mid-fifties along with imported 
wheat grains from America,3 where it 
produced a lot of concern causing an 
epidemic in Pune.4 For the last few years, it 
has become a growing problem for some 
places in Pakistan.  

The present multiphasic study was planned 
at the Department of Dermatology, King 
Edward Medical College/Mayo Hospital, 
Lahore in collaboration with the Department 
of Mycology and Plant Pathology (MAPP), 
Punjab University, Lahore. The study was 
undertaken 1) to find out the magnitude of 
parthenium spread, 2) to determine the 
extent of damage to crops and 3) to 

determine the frequency of allergic contact 
dermatitis to parthenium in human beings.   

Patients and methods  

The study was divided into three phases. In 
phase-I, the anatomy of the weed was 
studied in detail. In phase-II, the effects 
were noted in plants while in phase-III, the 
frequency of allergic contact dermatitis due 
to parthenium in human beings in the near 
vicinity of the selected areas was recorded. 
A pre-designed pro forma was duly filled, 
recording the hazardous effects in plants and 
human beings. A meticulous clinical 
examination was also recorded in patients at 
these medical camps. The data was 
compiled and analyzed.   
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Duration of study 
Six months (July, 2004 to December, 2004).  

Type of study 
Cross-sectional  

Study population 
Patients visiting the medical camps at Jallo 
Park, Johar town and Changa Manga forest 
at Lahore.  

Inclusion criteria 
All patients of any age and either sex with 
allergic contact dermatitis visiting the 
medical camps were enrolled.  

Methods 
Patch test was performed with the leaf and 
flower as is and 1% parthenin in petrolatum 
base. These were placed in IQ chambers, 
applied to the upper back and removed after 
48 hours. Results were read at 48, 72 and 
120 hours. Interpretation of the results was 
done according to International Contact 
Dermatitis Research Group (ICDRG) 
criteria.  

Results  

Phase-I 
The weed was seen to be an upright annual 
herb, growing to a height of 30-150 cm, with 
a deep taproot system and many finer roots. 
It had one main stem which was grooved 
lengthwise, branching in the upper half of 
the plant. Its leaves were deeply lobed with 
short hair. Rosette leaves were 8-20 cm 
longer but stem leaves were shorter. Flowers 
were white to cream in color, a single plant 
producing an average of 810 flower heads in 
its lifetime. The seeds were black, flattened 
and 2 mm long. Each plant produced about 

5000-15000 seeds, viable even at their 
immature stage and were found to germinate 
in soil up to a depth of 5 cm.  

Phase-II  
Parthenium was found growing unchecked 
in the Jallo Park, Johar Town and the forest 
of Changa Manga, replacing even the native 
flora at some places. The weed was seen to 
spread to the nearby grain producing areas, 
contaminating grains, due to its allelopathic 
activity, in rice and maize fields.  

Phase-III 
A total of 511 patients were enrolled in the 
study. There were 361 males and 150 
females. Their ages ranged from 12 to 67 
years. Average age was 34 years. The mean 
duration of the disease was 24 weeks. 
Hundred percent of the patients were field 
workers. The course of the disease was 
continuous in 38% and episodic in 62% of 
the cases. A control group consisting of 100 
patients (70 males and 30 females) was also 
enrolled from the same medical camps. 
These subjects had various dermatological 
diseases other than eczema.  

Itching was the main symptom in 97.6% of 
the cases. Other symptoms reported were 
burning 62.2%, pain 54%, peeling of skin 
40.7%, puffy eyes 4.8%, fatigue 0.58% and 
weight loss 0.39%. Different clinical 
patterns of the disease are depicted in Table 
1.  

All the patients and the control group were 
patch tested with the leaf and flower as is 
and 1% parthenin in petrolatum base. Out of 
the 511 cases, 391 showed positive 
reactions. One hundred and thirty three 
reacted   positively   to   the  leaf,   95  were 
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Table 1 Clinical presentations of contact 
dermatitis due to Parthenium hysterophorus 
(n=511)  

Type of reaction n 
Air-borne contact dermatitis 202 
Photosensitivity-like presentation 85 
Atopic dermatitis-like 
presentation 

70 

Hand eczema 55 
Swelling of hands 26 
Peeling of skin 17 
Puffy eyes 13 
Erythroderma 02 
Miscellaneous 41 

 

positive to the flower and 63 showed a 
positive reaction to 1% parthenin. In the 
control group, only five patients reacted 
positively, 3 to the leaf and 2 to parthenin. 
The results were relevant in all the patients. 
Side effects of patch testing included 
pruritus in 57% and tape erythema in 11% of 
the subjects.  

Discussion  

Parthenium hysterophorus has been growing 
since centuries in the world. It was brought 
accidentally to India in the mid-fifties where 
it caused a major outbreak of airborne 
contact dermatitis.3,4 For last few years, it 
has been discovered to grow in various parts 
of Pakistan especially the big cities like 
Rawalpindi-Islamabad and Lahore. Various 
adverse effects of the weed have been seen 
on the crops and humans. It has replaced the 
main native flora of these areas. Almost 
every part of the plant except the root is 
reactive.  

In the third phase, the results of our study 
showed a preponderance of adult males 
which is in accordance with the previous 
literature.5,6 Our study revealed positive 
patch test reactions in 76.5% (391/511) of 

the patients. Rao et al.7 (1977) elicited 
positive patch test reactions in 56% of a 
group of adult males exposed to the plant. In 
another study, patch tests with Parthenium 

hysterophorus undertaken in 1662 patients, 
were positive in 662 (39.8%).2 The 
comparison with other studies reflects the 
high magnitude of concern in our country.  

A sizeable number revealed a clinical 
pattern of airborne contact dermatitis 
(202/511). This is a well known presentation 
as reported previously.8 Generalized atopic 
dermatitis-like eczematous eruption was 
reported in 70 subjects, an almost similar 
ratio has been observed already.9 Two of our 
patients presented with erythroderma. This 
has also been documented previously.6  

Some people out of ignorance or otherwise 
are using parthenium flowers for 
preparations of bouquets. Parthenium leaves 
are also noted to be bundled with coriander 
leaves and sold in the vegetable market 
leading to its rapid spread in our community.  

Parthenium has been regarded as a 
beneficial plant too, in spite of its ill effects 
which outweigh its uses.10 It is used as a folk 
remedy11 against various afflictions such as 
ulcerated sores, facial neuralgia,12 fever and 
anaemia and also as insecticide.13 Root 
decoction is useful in dysentery.14 

Parthenium is also reported as a promising 
remedy against hepatic amoebiasis.15 A 
study made at the Cancer Research Institute, 
Mumbai has indicated that “parthenin”, the 
principal ingredient of this plant, possesses 
anticancer properties.16  

In spite of the fact that very little work has 
been done in our set up, the present study is 
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a step towards understanding the botanical 
dermatology and more research work is 
needed to attain further knowledge and to 
elucidate the problems originating from 
parthenium.  
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Background Autoimmune blistering diseases, though uncommon in children, often pose a 
diagnostic dilemma in the absence of immunofluorescence techniques. Light microscopic 
histopathological features for chronic bullous diseases of childhood CBDC have been 
adequately recorded in the literature but not for the Pakistani population.  

Objective This study aims at recording the histopathological features of children with CBDC 
in our population.  

Methods Light microscopic changes were recorded in 22 children with CBDC, diagnosed on 
the basis of direct immunofluorescence findings.  

Results Of the 22 children that presented with CBDC, Strong linear IgA with or without 
other immunoglobulins deposition at the basement membrane zone was seen in 19 patients. 
Histopathology could be performed on 13 biopsy specimens of which 11 were suitable for 
reporting.  Sections revealed a subepidermal blister in 81.8% specimens and papillary tip 
micro abscesses in 45.5%. A predominantly neutrophilic infiltrate was also present in 54.6% 
of the specimen  

Conclusion These findings show a strong overlap between the histological findings of most 
patients with CBDC and dermatitis herpetiformis, while the remaining CBDC patients 
resemble those of bullous pemphigoid as far as the histology is concerned.  

Key words  
Chronic bullous dermatosis of childhood, immunofluorescence, dermatopathology, IgA 
bullous diseases.   

Introduction  

Autoimmune blistering diseases are not very 
common in children, but often pose a 
diagnostic dilemma when they do occur. 
Immunofluorescence studies and 
immunoblot analysis help delineate the 

various categories of childhood blistering 
disorders. Autoimmune blistering diseases 
of the children were initially grouped into a 
rather descriptive term of chronic bullous 
diseases of childhood (CBDC). Later on it 
was shown that most of these patients had 
linear deposition of IgA at the basement 
membrane zone (BMZ) similar to that of the 
adults and that the circulating IgA antibodies 
bound to the same 97-kd antigen as in the 
adults, and therefore, this group of diseases 
was labeled as linear IgA bullous disease 
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(LABD) of children.1 The objective of this 
paper is to highlight the light microscopic 
histopathological features of CBDC, in 
Pakistani children with a view to see any 
distinguishing histology.  

CBDC is generally characterized by 
eruption of annular and configurate 
erythema and jewel string blisters over the 
skin, preferentially affecting the pelvic and 
perioral areas in preschool-age children. 
Histologically, the lesional skin shows a 
subepidermal blister along with a 
predominantly neutrophilic (with or without 
eosinophils) infiltrate and sometimes even 
papillary tip microabscesses.2 

Immunofluorescence is, however, diagnostic 
in most cases showing linear deposition of 
IgA at the basement membrane zone on 
direct immunofluorescence (DIF). In some 
cases though, DIF may be negative3,4,5 

despite the classical clinical presentation 
along with supportive histological features 
and excellent response to dapsone therapy. 
As mentioned earlier, this disease is 
generally considered to be the same as the 
adult LABD but affecting a younger age 
group.1  

Patients and methodology  

A total of 22 patients over a six year period 
were recorded. They were all children under 
the age of 10 years, suffering from CBDC. 
For diagnosis the perilesional skin was 
generally biopsied, including the blister 
where ever possible. The specimens were 
cut in half, submitting the blister part for 
histopathology and the perilesional part for 
direct immunofluorescence. In some 
patients, however, the blister was either too 
infected, old or ruptured forming scabs, 

especially, in partially treated patients. 
Routine histopathology could not be 
performed on such patients. Key histological 
features like the level of blister, type of 
infiltrate and papillary tip changes were 
recorded whereever available. Diagnosis 
was based on the presence of a strong 
deposition of IgA at the BMZ with or 
without deposition of other 
immunoglobulins. In three patients, 
however, DIF was negative but they 
otherwise had a classical presentation of 
clustered vesicles at a young age all over the 
body including face along with a very good 
response to dapsone and so were included in 
the study as it is known that DIF may be 
negative in some patients with CBDC.3,4,5   

Results  

Patient’s ages ranged between 5 months to 
10 years (mean 4.5 yrs). Routine 
histopathology could be performed in 13 
(59%) patients, as shown in Table 1, of 
whom, the report was inconclusive in 2 
patients because of heavy infection in 1 
patient, while, an old healing blister was 
biopsied in the second patient, so a total of 
11 (50%) biopsy specimens were useful 
enough for routine histopathology.  

Table 2 shows the summary of 
histopathological changes in the 11 biopsy 
specimens. A subepidermal blister was seen 
in only 9 (81.8%) specimens. Papillary tip 
changes were seen in 6 (54.6%) specimens 
of which frank microabscesses were present 
in 5 and papillary tip oedema in just 1. A 
neutrophilic infiltrate was seen in 6 (54.6%) 
specimens, while a mixed infiltrate 
comprising neutrophils, eosinophils and 
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Table 1 Histopathological and direct immunofluorescence data of 22 patients suffering from CBDC  

Patient 
No. 

Age (years) Histopathological features Immunofluorescence findings 

1.  5 Neutrophilic infiltrate with papillary tip 
microabscesses 

Strong linear IgA & weak IgG 
deposition at the BMZ 

2.  5 - Strong linear IgA deposition at the BMZ 
3.  4 -  
4.  4 - “ 
5.  12 Subepidermal blister with neutrophils & 

eosinophils 
“ 

6.  5 - “ 
7.  5 - Strong linear IgA and weak IgM 

deposition at the BMZ 
8.  8 Subepidermal blister with neutrophils Negative* 
9.  3 Subepidermal blister with neutrophils & 

papillary tip microabscesses 
Strong linear IgA and weak IgM 
deposition at the BMZ 

10.  4 Subepidermal blister with neutrophils 
eosinophils & papillary edema 

“ 

11.  5 - “ 
12.  5 - “ 
13.  0.5 Subepidermal blister with neutrophils Negative* 
14.  2 Subepidermal blister, insignificant 

infiltrate 
Strong linear IgA and weak IgM 
deposition at the BMZ 

15.  10 Infected blister. Not fit for reporting Strong linear IgA deposition at the BMZ 
16.  6 - “ 
17.  3 Subepidermal blister with neutrophils & 

papillary tip microabscesses 
Negative* 

18.  2 Intraepidermal blister with spongiosis 
and neutrophils (a healing blister) 

Strong linear IgA and weak IgM 
deposition at the BMZ 

19.  4 Neutrophilic infiltrate with papillary tip 
microabscesses 

“ 

20.  5 Subepidermal blister with neutrophils & 
papillary tip microabscesses 

“ 

21.  6 Subepidermal blister with mixed 
infiltrate 

Strong linear IgA deposition at the BMZ 

22.  6 - “ 
* No immunofluorescence was detected, but the children had otherwise a classical presentation of CBDC   

Table 2 Key histopathological features of 11 
patients with CBDC  

Histopathological feature n (%) 
Subepidermal blister 9 (81.8%) 
Papillary tip microabscesses 5 (45.5%) 
Neutrophilic infiltrate 6 (54.6%) 
Mixed infiltrate 3 (27.3%) 
Papillary tip edema 1 (9.1%) 

 

lymphocytes in only three.   

Discussion   

In this study routine histopathology of 
biopsy specimens of children with 
CBDC/LABD show a lot of overlap with 
other autoimmune bullous diseases like 
dermatitis herpetiformis (DH) and bullous 
pemphigoid (BP). Papillary tip 
microabscesses and a neutrophilic infiltrate 
with or without eosinophils are a 
predominant feature of DH, whereas the 
type and quantity of infiltrate is very 



Light microscopic findings in CBDC  Ahsan Hameed  

12

variable in BP. A subepidermal blister is 
common to all the three.   

This study does not show any 
histopathologic features characteristic of 
LABD/CBDC in our population, and 
therefore, leaves us only with 
immunofluorescence studies as a diagnostic 
tool. On histopathology alone most of these 
patients would have most likely been 
diagnosed to be suffering from DH because 
of the presence of papillary tip 
microabscesses and a neutrophilic infiltrate 
along with a subepidermal blister.   

Moreover, in about half of the patients in 
our setting, histopathology may not even be 
possible because a fresh, non infected, intact 
blister may not be available at the site 
selected for a biopsy, or may be missed 
while sectioning the specimen. We generally 
prefer a non­facial and a non­pressure 
bearing site to avoid scarring and discomfort 

to the patient. This makes the utility of 
routine light microscopic histopathology 
very limited in LABD/CBDC in our 
population.  
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Background Psychiatric disorders are common among patients with a skin disease.   

Objective The purpose of this study was to find out the intensity of psychiatric morbidity and 
to see the pattern of psychiatric ailments in dermatological patients.   

Patients and methods Three hundred and twelve randomly-selected patients of 15-60 years 
from the out-patient, dermatology department of Bahawal-Victoria Hospital/Quaid-e-Azam 
Medical College, Bahawalpur, were included in the study. The study was done in two stages. 
In the 1st stage, General Health Questionnairre-12 (GHQ-12) Urdu version was used for 
screening purpose. In the 2nd stage, Psychiatric Assessment Schedule (PAS) Urdu version 
was administered to those who were found to be positive for psychiatric caseness in stage 1.   

Results According to GHQ-12 screening, 122 out of 312 patients (39.1%) were positive for 
psychiatric caseness; the prevalence was slightly higher in females (58/142; 40.8%) as 
compared to males ( 64/170; 37.6%). The pattern of psychiatric ailments detected by PAS 
was as follows: major depressive illness in 17.3% (54/312) patients, generalized anxiety 
disorder in 7.6% (24), mixed anxiety and depression state in 11.2% (35) and dysthymia in 
1.7% (6) of the 312 patients. None of the patients was found to be suffering from panic 
disorder.   

Conclusion In conclusion, psychiatric co-morbidity is very common (39.1%) among 
dermatological patients as compared to the general population or clinics of primary care 
physicians. If a therapist is well aware of detection and management of these co-morbid 
conditions, better quality of care can be further assured  

Key words 
Prevalence, pattern, psychiatry, dermatology.   

Introduction  

Psychiatric disorders are becoming a growing 
public health concern in Pakistan. By the year 

2020, the contribution of neuro-psychiatric 
conditions to overall disability is expected to 
be about 20%, compared with only 9% in 
1990.1 Presentation of psychological and 
emotional problems is very common in 
general population as well as in clinics of 
general practitioners and consultants in 
Pakistan.2 According to an estimate every fifth 
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patient going to any medical therapist has 
isolated or co-existing psychiatric illness. In 
majority of the cases this illness may remain 
undetected, which may affect treatment 
outcome of the underlying physical or 
dermatological illnesses. In a survey of 
medical wards in an English hospital, it was 
found that physicians or nurses had not 
recognized half the psychiatric morbidity.3 

Psychiatric disorders are common among 
people with established skin disease. In a 
survey of dermatological clinics, it was found 
that the prevalence was 40% among new 
attenders presenting with skin problems.4 

Purpose of this study is to find out the 
psychiatric morbidity and to see the pattern of 
psychiatric ailments, which may be present in 
patients attending dermatological out-patient 
department.  

Patients and methods  

This cross-sectional study was conducted at 
the outpatient facility of dermatology 
department of Bahawal-Victoria 
Hospital/Quaid-e-Azam Medical College,  
Bahawalpur. Three hundred and twelve, 
randomly selected, patients between 15-60 
years of age, were included in the study. 
Patients of both genders, educated or 
uneducated, married or unmarried were 
included. Persons with mental sub-normality 
and with neurological disease were 
excluded. All the clinical details, including 
the dermatological diagnosis (Table 1), 
were recorded on specially designed pro 
forma.   

This was a two-stage study. In the 1st stage 
General Health Questionnaire-12 (GHQ-12), 
Urdu version, was used for screening 
purpose, which is a validated psychiatric 

instrument and is used for detection of 
psychiatric caseness from general 
population.5 It consists of a self-rated 
questionnaire of 12 items. Each question has 
four possible responses; less than usual, no 
more than usual, rather more than usual or 
much more than usual. Cut-off point for 
high scoring was set at a positive response 
(more or much more than usual) to at least 3 
of the 12 items. In the 2nd stage, Psychiatric 
Assessment Schedule (PAS), Urdu version, 
which is applicable in Pakistan as a 
validated instrument to differentiate between 
the most frequent non-psychotic psychiatric 
disorders5, was administrated to every 
patient found to be high scorer in GHQ-12.   

Results  

Out of 312 patients, 142 were female and 
170 were male (1:1.2). According to GHQ–
12 screening, 39.1% (122) of the patients 
were positive for psychiatric caseness. Out 
of 142 females, 40.8% (58) were positive for 
psychiatric pathology and out of 170 males, 
37.6% (64) were found to be suffering from 
psychiatric illness (Table 2).  

While evaluating these patients on PAS, 
17.3% (54/312) were suffering from major 
depressive episode (depressive illness), 
1.7% (6) patients had dysthymia (persistent 
but low grade depression lasting for more 
than two years), 7.6% (24) patients had 
generalized anxiety disorder and 11.2% (35) 
were suffering from mixed anxiety and 
depression state.  

Out of 142 females, 18.1% (26) were 
suffering from major depressive episode, 
1.54% (3) were recognized as patients of 
dysthymia,     9.8%  (14)   had     generalized 
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Table 1 List of skin disorders  

Disease Patients 
Acne 38 
Melasma 32 
Urticaria 29 
Air-borne contact dermatitis 16 
Lichen simplex chronicus 12 
Seborrheic dermatitis 9 
Atopic dermatitis 3 
Others eczemas 25 
Scabies 24 
Bacterial infections 19 
Fungal infections 11 
Viral infections 13 
Lichen planus 11 
Psoriasis 10 
Vitiligo 8 
Alopecia areata 7 
Pemphigus vulgaris 4 
Discoid lupus erythematosus 4 
Systemic lupus erythematosus 1 
Syphilis 3 
Dermatitis artefacta 3 
Trichotillomania 2 
Dermatological non-disease 2 
Parasitic delusions 1 
Other dermatoses 25 

 

Table 2 Results of GHQ-12 screening    

Patients  High 
scorers 

% 

Female 142 58 40.8 
Male 170 64 37.6 

Total 312 122 39.1 

 

anxiety disorder and 10.5% (15) were 
suffering from mixed anxiety and depression 
state. Out of 170 males, 16.4% (28) were 
suffering from major depressive episode, 
1.7% (3) had dysthymia, 11.7% (20) 
suffered from mixed anxiety and depression 
state and 5.2% (10) had generalized anxiety 
disorder. Two males suffering from 
obsessive compulsive disorder and one had 
isolated social phobia. None of the males or 
females was found to be suffering from 
panic disorder (Table 3). 

Discussion  

Psychiatric morbidity is one of the major 
public health problems. According to 
different surveys of general population in 
Pakistan, 13-28% people are suffering from 
moderate to severe form of mental 
disorders.2 This situation is not different 
from other parts of the world. In France, 
high rates of psychotropic drug consumption 
drew attention of concerned authorities and 
46% of the studied population was found to 
have mental disorders.6 Similar studies in 
different countries showed almost equal 
results, for example prevalence was 28% in 
Bangladesh,7 38.2% in Taiwan8 and 25.3% 
in Uganda.9 In Northern Ireland, major 
depressive episode was seen in 2.4 % in 
males and 6.0% in females and rates of 
generalized anxiety disorder were 3.5% in 
males and 3.7% in females, respectively.10 

Population study in South Africa gave 
results of 27.5%. Majority of cases had 
major depressive episode and generalizes 
anxiety disorder. These high rates of 
psychiatric morbidity are reflected in clinics 
of general physicians and consultants of 
different specialties. 30% of patients 
attending a walk-in cum appointment clinic 
at Agha Khan University Hospital, Karachi 
had psychiatric disorder. All of these cases 
were suffering from anxiety, depression or 
combination of both. Female sex had higher 
psychiatric morbidity. Similarly, 30% of 
prevalence was observed in a medical clinic 
in Lahore.11  

Psychiatric disorders are not uncommon 
among people with established skin disease. 
In a study, psychiatric illness was 40% 
amongst new attenders at a dermatology 
clinic.4 Physical or perceived  disfigurement 
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Table 3 Pattern of psychiatric disorders (PAS)  

S. No. Disorders Female Male  Total 
1 Major depressive episode 26 (18.1%) 28 (16.4%) 54(17.3%)   

2 Generalized anxiety disorder 14 (9.8%) 10 (5.2%) 24 (7.6%) 
3 Mixed anxiety and depression state 15 (10.5%) 20 (11.7%) 35 (11.2%) 

4 Dysthymia 3 (1.5%) 03 (1.7%) 6 (1.9%) 
5 Panic disorder - - - 
6 Social phobia - 01 (0.3%) 1 (0.3%) 
7 Agoraphobia  - - - 
8 Obsessive compulsive disorder - 02 (0.6%) 2 (0.6%) 

 

of integument can itself become a source of 
emotional distress which may predispose to 
psychiatric illness resulting in 
maladjustment in psychological and social 
well being of a person. This fact may be 
overlooked or underestimated by medical 
community including dermatologists.  

In the present study, 39.1% patients 
attending dermatological clinic exhibited 
considerable psychiatric pathology. This 
figure is comparable with other studies.4 

Female patients are as affected as males i.e. 
40.8% vs. 37.5%. Major depressive episode, 
generalized anxiety disorder, mixed anxiety 
and depression state and dysthymia are main 
diagnostic categories found in 
dermatological patients, i.e. 17.3%, 7.6%, 
11.2% and 1.7%respectively. This figure is 
also comparable with that of Agha Khan 
University Hospital, Karachi.12    

Results of the present and the previous 
studies4,12 point to the extent and magnitude 
of psychiatric problems in dermatological 
patients. If every therapist is well versed 
with diagnosis and management of these co-
morbid or co-existing psychiatric categories, 
quality of care can be reasonably improved. 

Psychiatric disorder, if undetected, may 
become a source of poor compliance with 
dermatological treatment or it may become a 
source of excessive or inappropriate use of 
dermatological services. Index study also 
shows that female patients are more 
vulnerable to psychiatric co-morbidity. 
Therefore female patients need more careful 
evaluation.   

Psychotropic drugs are sometimes an 
important component of dermatologist’s 
therapeutic armamentarium.13 When 
considering use of psychotropic agents in 
dermatology, accurate diagnosis and 
presence of proper indication for use of a 
drug is very important. This can only be 
achieved if we know the extent of the 
problem­relating psychiatric co-morbidity.   

Conclusion   

This study shows that psychiatric co-
morbidity is very common in dermatological 
clinics. Prevalence is high in these clinics as 
compared to general population and clinics 
of primary care physicians. Major 
depressive episode, generalized anxiety 
disorder, mixed anxiety and depression state 
and dysthymia are main psychiatric entities 
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co-existing in dermatological patients. If a 
therapist is well aware about detection and 
management of these co-morbid conditions, 
better quality of care can be further assured.  
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Background Cutaneous Leishmaniasis (CL) is endemic in certain areas of Pakistan .This 
study was carried out to determine the efficacy of intralesional chloroquine in CL.  

Patients and methods CL patients with single lesion presenting to Leishmaniasis clinic of 
Tehsil Headquarter Hospital, Sadda from 1st December, 2003 to 30thMarch, 2004 and 
subsequently to outpatient department of Hayatabad Medical Complex, Peshawar, were 
included in the study. The patients were diagnosed clinically and by laboratory confirmation 
of  parasites in a Giemsa – stained smear prepared from the lesion. All important clinical 
details were recorded on a specially designed pro forma and patients were registered for the 
purpose of treatment and a card was issued to them for subsequent visits and follow up. 
Twelve atients were treated with intralesional chloroquine thrice weekly for three weeks.  

Results All patients were declared cured on the basis of clinical and pathological criteria at 7 
weeks (4 weeks after the completion of therapy). No adverse effects were observed.  

Conclusion Intralesional chloroquine was found to be safe and cost-effective therapy for 
single lesion of cutaneous leishmaniasis. Intralesional chloroquine was used for the first time 
in the treatment of CL.  

Key words 
Saal-dana, cutaneous leishmaniasis, intralesional chloroquine, single lesion.   

Introduction 
Cutaneous leishmaniasis (CL) is a caused by 
the protozoan parasite Leishmania. 

Although infection occurs in all continents, 
it is endemic in tropical and subtropical 
countries.1 In Pakistan, the disease is 
endemic in Sindh and Balochistan 
provinces. It has also been reported from 
Multan, Dera Ghazi Khan and Chakwal 
districts in the province of Punjab.2 In 

N.W.F.P the disease has been reported from 
District Dir and Afghan refugees’ 
settlements..3 In Afghanistan and Pakistan 
two Leishmania species; L. tropica causing 
dry type of lesions and L. major producing 
wet type of lesions are mainly seen.4 

Cutaneous leishmaniasis is called saal dana 
in Afghanistan and areas of NWFP where it 
is endemic (saal=year, dana=lesion).CL has 
been common in parts of Afghanistan for 
centuries.5 The recent war­related population 
movements and environmental destruction 
has caused a large increase in the CL 
prevalence in tribal belt bordering 
Afghanistan. CL spread to refugee camps in 



Journal of Pakistan Association of Dermatologists 2005; 15: 18-21.  

19

tribal areas of Pakistan and is now 
transmitted locally in these areas.6 

Pentavalent antimonial compounds, sodium 
stibogluconate and meglumine antimonite 
are the linchpin of treatment of cutaneous 
leishmaniasis.7 This form of therapy is 
costly and most of the patients in endemic 
areas depend upon the availability of 
antileishmanial drugs in the hospital.  

In the search for cost-effective 
antileishmanial agent, intralesional 
chloroquine was selected for clinical trials in 
patients with single lesion of CL. Reasons 
for considering this particular drug included 
the following: First, chloroquine has proven 
antiprotozoal action, as against plasmodia in 
malaria. Secondly, intralesional route 
supplies high level of drug at the site of 
lesion. Thirdly, most of the patients in 
endemic areas have single lesion, 
intralesional treatment of CL can reduce the 
cost of treatment by manifold. 

Patients and methods  

This was an open, clinical, pilot study. 
Twelve patients with clinically suspected 
leishmaniasis presenting to the 
Leishmaniasis clinic of Tehsil headquarter 
hospital, Sadda, Kurram agency from 1st 

December 2003 to 31st March, 2004 and 
subsequently to outpatient department of 
Hayatabad Medical Complex , Peshawar till 
30th November 2004 were included in the 
study. Clinical features including age, 
gender, nationality, site and number of the 
lesions were recorded. The lesion was 
examined clinically and diagnosis was 
confirmed by the presence of amastigotes of 
leishmania in a Giemsa-stained smear from 
the edge of the lesion. Smear examination is 

the earliest and sole method to confirm the 
clinical diagnosis in an endemic area. In our 
study only smear positive cases were 
included in the study. Those patients who 
had concomitant infection or lesion on the 
nose and ear were excluded from the study. 
Patients of less than 12 years of age were 
also excluded keeping in view the 
discomfort and pain associated with 
intralesional therapy.  

After confirmation of diagnosis, lesions 
were injected with chloroquine through a 27 
gauge needle of insulin syringe, into the 
dermis three times a week. The drug was 
infiltrated into the lesion from all sides until 
the whole lesion had blanched. The amount 
required was 4-5 ml depending upon the size 
of lesion. After 21 days of treatment, total of 
nine sessions of intralesional injections of 
chloroquine, the essential criteria for 
declaring the patient cured were complete 
disappearance of induration or redness in the 
nodular/ plaque form (dry type) and 
complete healing of ulceration (wet type) 
accompanied by the absence of parasites in 
the smear prepared from the lesion. Patients 
were re-evaluated for relapse after one 
month.  

Results  

A total of twelve patients were treated, 8 
were males and 4 were females. Their age 
ranged from 10 to 40 years. Dry type of 
leishmaniasis was seen in 8 patients while 
wet type was noted in 4 patients Table 1. 
Cutaneous examination revealed 
erythematous nodular lesions, ulceration and 
crusting. The duration of lesion ranged from 
4 weeks to 3 months. The lesions were 
situated on the exposed parts of the body 
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Table 1 Age and gender of patients  

Serial No: Age Gender  Duration 
(weeks) 

Clinical type Smear for L.D 
bodies 

1 24 M     4 Dry Positive 
2 40 M     6 Dry Positive 
3 25  F     12 Wet Positive 
4 18 M     10 Dry Positive 
5 12 M      8 Dry Positive 
6 40 M      8 Dry Positive 
7 38 M     12 Dry Positive 
8 21 F     12 Dry Positive 
9 18 M      8 Wet Positive 
10 20 M      8 Dry Positive 
11 13 F     6 Wet Positive 
12 34 F      7 Wet Positive 
LD bodies – Leishman-Donovan bodies  

face, hands and feet .Family history of 
leishmaniasis was positive in 8 patients. 
None of the patients reported traveling to 
Afghanistan , thus proving that the disease is 
locally endemic. The earliest response was 
seen within 6 days of initiating treatment 
after three intralesional injections, in a case 
of nodular lesion with central ulceration 
resulting in healing of the lesion. In all the 
cases there was marked clinical 
improvement with flattening of lesions 
decrease in erythema and healing of 
ulceration. There were no side-effects 
following the treatment apart from the mild 
pain initially at the injection site. After 
healing, scarring was minimal or absent, but 
hyperpigmentation was present in all the 
cases. As both chloroquine and meglumine 
antimonite (Glucantime) are available in 5 
ml vial the cost of chloroquine is Rs. 5 per 
vial, whereas the cost of Glucantime is Rs. 
60 per 5 ml vial. Moreover, chloroquine is 
freely available even in the remotest areas of 
tribal belt, whereas availability of 
Glucantime is always a problem in endemic 
areas, the cost of glucantime varies from Rs. 
60 to 100.  

Discussion  

Although cutaneous leishmaniasis is a self – 
limiting disease, it is disfiguring. It may 
persist for several months, leaving ugly 
scars. The aim of therapy is to shorten 
duration of the lesions and to prevent 
scarring. The ideal treatment should be as 
simple as possible and should have no side-
effects.7  

Glucantime is the main drug available in the 
hospitals to treat CL, it is administered on 
the basis of WHO recommendations, 20 
mg/kg body weight per day to a maximum 
of 850 mg intramuscular for 10-14 days.8 

This mode of therapy cannot meet the 
demands of the patients in endemic areas, 
particularly in a country like ours where 
health resources are scarce.  

Pentavalent antimony compounds can be 
used intralesionally in CL once or twice 
every 8 days. It is more economical than 
intramuscular treatment, since a much lower 
amount of drug is required, and less likely to 
cause the side-effects associated with high 
doses of systemically administered 
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antimony.9,10 In endemic areas particularly in 
tribal belt patients are poor, and usually 
more than one member of the family has 
CL. Patients cannot afford even the cost of 
intralesional glucantime and are dependent 
upon hospital for the supply of drugs. Our 
results showed 100% cure rate in twelve 
cases of CL. The clinical parameters noted 
were improved and smear for LD bodies 
became negative with no recurrence after 
one month of follow up. In our opinion, 
chloroquine is the cheapest and safe mode of 
treatment of CL. This simple, therapeutic 
trial with intralesional chloroquine in CL has 
led to encouraging results and may prove a 
major breakthrough in the management of 
CL. Further studies on a large number of 
patients are necessitated to prove the 
efficacy of chloroquine in CL.  

Conclusion  

Intralesional chloroquine is safe and cost-
effective treatment in single lesions of CL.  
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Background Corticosteroids revolutionized the treatment of many skin disorders during 5th 
and 6th decades of last century. They have anti inflammatory, vasoconstrictor, 
antiproliferative and immunosuppressive effects.   

Objective The study was aimed to determine the frequency of cutaneous changes in patients 
on oral steroids and to see the pattern of these changes in our population.  

Material and methods The study was carried out in the department of dermatology, Civil 
Hospital, Karachi. 204 patients fulfilling the inclusion criteria completed in the study. All the 
patients were taking 60-80mg of oral steroids for a minimum of 2 weeks. Findings were 
recorded on a preformed pro forma. Any relevant investigations were also carried out. 
Results were then compiled and tabulated.  

Results Multiple cutaneous infections was the most common side effect seen in 45 patients 
(22%, p>0.10). Moon face was seen in 39 patients (19%, p<0.001) and buffalo hump in 17 
patients (8.3%, p>0.08). Atrophic changes were a feature in 45 patients (22.5%, p>0.47). 
Other findings seen in our patients were acneiform eruptions in 18 patients (8.7%, p<0.001) 
and hypertrichosis in 8 patients (4%, p>0.013).  

Conclusion  Oral steroid therapy is associated with significant cutaneous side effects which 
depend on the dose and duration of therapy. Bacterial infections remain the most common 
side effect.  

Key words  
Oral steroids, infections, atrophy, moon face, buffalo hump.   

Introduction  

Corticosteroids revolutionized the treatment 
of many skin disorders during 5th and 6th 

decades of the last century. The basic 
structure of steroid molecule is 
perhydrocyclopentanophenantherene ring. 
Modifications in the primary structure of 

this ring gives rise to steroids of different 
potencies and properties. Steroids have anti-
inflammatory, vasoconstrictor, 
antiproliferative and immunosuppressive 
actions.1  

Steroids may be administered orally, 
topically, parenterally or intralesionally. 
They affect many systems of the human 
body. Common cutaneous side effects are 
striae, purpura, telangiectases, 
hypertrichosis, pigmentary disturbances and 
acneiform eruptions. Increased frequency 
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and worsening of cutaneous infections like 
tinea, impetigo or scabies may occur. 
Dermatoses like acne, rosacea and psoriasis 
may be worsened by the injudicious use of 
steroids. Long term use of steroids causes 
redistribution of body fat. This may lead to 
moon face and buffalo hump with slender 
extremities. Most of these side effects of 
steroids are related to the dose and duration 
of steroid therapy.2  

The study was aimed to determine the 
frequency of cutaneous changes in patients 
on oral steroids and to see the pattern of 
these changes in our population.  

Material and methods  

The study was carried out at the department 
of dermatology, Civil Hospital, Karachi. 
Patients fulfilling the inclusion criteria were 
enrolled in the study from 1st June, 1999 to 
31st May, 2000. Patients belonging to both 
sexes aged 15 to 60 years were included in 
the study. Only those patients who had been 
taking 60-80mg of steroids for a minimum 
duration of 2 weeks were studied. Patients 
on oral prednisolone for the treatment of 
various underlying conditions like 
pemphigus, pemphigoid, systemic lupus 
erythematosus, rheumatoid arthritis, 
scleroderma and vasculitis were enrolled. 
They were on no other medication.  

After a detailed history, general, systemic 
and cutaneous examination, findings were 
recorded on a preformed pro forma. Results 
were then compiled and tabulated. In 
addition to routine investigations, any 
relevant investigations were also carried out 
where required. These included scrapings 
for fungus, swabs for culture and sensitivity, 

Tzanck smear and skin biopsy for 
histopathology.  

Results  

A total of 205 patients completed the study, 
there were 80 males (39%) and 125 females 
(61%), male to female ratio being 0.6:1. The 
minimum age of presentation was 15 years 
and maximum 60 years, while the mean age 
was 42.3 years. Table 1 reveals the 
frequency of different cutaneous side effects 
of oral steroid therapy seen in our patients.  

Amongst infections, bacterial infections 
were the most commonly seen in 16 patients 
(8%, p<0.47) followed by dermatophytic, 
candidal and viral infections. Bacterial 
infections accounted for folliculitis, 
furuncles and carbuncles. Dermatophytoses 
were observed in 11 patients (5.3%, p>0.20) 
and these included tinea corporis and tinea 
cruris. Candidiasis was a feature in 13 
patients (6.3%, p>0.05). Among viral 
infections seen in 5 patients (2.4%, p>1.00), 
herpes simplex and herpes zoster were the 
most prominent.  

Redistribution of body fat accounted for 
27.3%. The findings were moon face in 39 
patients (19%, p<0.001) and buffalo hump 
in 17 patients (8.3%, p>0.08).  

Atrophic changes in the skin occurred in 45 
patients (22.4%, p>0.47). The skin exhibited 
easy bruising in 14 patients (7%, p>0.45), 
atrophy in 12 patients (6%, p>0.41), purpura 
in 12 patients (6%, p>1.00) and striae in 7 
patients (3.4%, p>0.28). Among the 
miscellaneous side effects, acneiform 
eruptions accounted for 18 patients (8.7%, 
p>0.18) and  hypertrichosis was a  feature in 
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Table 1 Cutaneous side effects of oral steroid 
therapy (n=205)  

Side effect n (%) 
Moon face and buffalo 
hump 

56 (27.3) 

Infections 45 (22.4) 
Atrophic changes 45 (22.4) 
Acneiform eruptions 18 (8.7) 
Hypertrichosis 8 (4) 
Maculopapular eruptions 2 (1) 

 

8 patients (4%, p>0.013).  

Discussion  

The basic structure of steroid molecule is 
perhydrocyclopentanophenantherene ring. 
They have anti-inflammatory, 
immunosuppressive and antiproliferative 
actions. They have many cutaneous side 
effects most of which are related to the dose 
and duration of therapy.2 Most of the 
enrolled patients developed side effects at 
the dose of 60mg-80mg after a minimum 
period of 2 weeks.  

Cutaneous infection was the most common 
finding in our study, seen in 45 patients 
(22%, p>0.10) taking oral steroids for a 
period of 3 weeks at a dose of 60mg daily. 
Stuck et al.3 reported a frequency of 12.7% 
for the infections in their patients on oral 
steroids. The figures in our study are thus 
higher as compared to those reported 
previously. Poor hygiene, malnourishment 
and a relatively elder age may account for 
the difference. Akhter et al.4 in another 
study from Punjab, claimed a high 
frequency of infections in patients with 
pemphigus vulgaris using high doses of 
steroids.  

Moon face was seen in 39 patients (19%, 
p<0.001) and buffalo hump accounted for 17 

patients (8.3%, p>0.08) on oral steroid 
therapy due to underlying redistribution of 
body fat. The difference in relative 
sensitivities to insulin in peripheral and 
terminal adipocytes results in these changes. 
Moreover, their receptors also respond 
differently to glucocorticoid facilitated 
lipolytic effects.5,6 The particular change was 
observed earlier in our patients i.e. after 3 
weeks of steroid therapy.  

Atrophic changes in the skin were 
commonly observed in our patients. 
Worldwide studies7-11 have shown steroids to 
cause atrophic changes in skin. Striae 
distensae observed in (3.4%) of our patients 
were large and widely distributed on 
abdomen and thighs. Evans,12 in his study 
reported the change in 100 patients on oral 
steroids. Easy bruising (7%) and purpura 
(6%) were also observed in our patients. 
Atrophic changes were a feature in the 
patients taking oral steroids for a minimum 
of 8 weeks. The figures we have reported 
are in accordance with the previously 
reported studies.  

Acne was observed in 8 patients (8.7%, 
p<0.001) in our study. They were taking oral 
steroids for a period of at least 3 weeks. All 
the patients had papulopustular lesions and 
comedones were not seen. The underlying 
pathogenesis of these acneiform eruption 
remains unclear, however steroids have no 
effect on the number of surface bacteria but 
induce ductal hypercornification. Precious et 

al.13 and Samma et al.14 in their studies, have 
revealed similar figures for acne. Thus the 
finding in our study is consistent with the 
literature.  
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Hypertrichosis seen in 8 patients (4%, 
p>0.013) was predominantly seen on cheeks 
and temples in our patients.  

Conclusion  

Oral steroid therapy has a significant 
frequency of cutaneous side effects which 
depend upon the dose and duration of 
therapy. Cushingoid features and infections 
remain the most common findings.  
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